Suicide in a Health Maintenance Organization Population
The US Surgeon General and the Institute of Medicine have called for health care systems to help reduce the number of suicides.
1,2 However, the few assessments of suicide in such systems have examined specific patient groups rather than the entire population of health plan members. 3, 4 Here we report, to our knowledge, the first information on suicide for the entire membership of a large health maintenance organization (HMO) network.
Methods | We identified all suicides among the membership of our HMO network between 1999 and 2010, determining the date and cause of death using official state mortality records. We linked these data to the medical record by name, sex, address, date of birth, and social security number. Using the Centers for Disease Control and Prevention's external cause of injury mortality matrix, we designated as suicides all deaths with International Statistical Classification of Diseases, Tenth Revision codes X60-X84 or Y87.0. The Centers for Disease Control and Prevention first used this scheme to classify deaths in 1999, the first year of our study period. We characterized suicides among 5 study groups: all individuals enrolled in our HMO network (members); all members who did (patients) or did not (nonpatient members) access health care network services during that membership year; and patients who did (mental health [MH] patients) or did not (non-MH patients) make at least 1 visit to the network's specialty MH services department that year. We defined suicide rates in accordance with the State of Michigan's vital statistics (ie, per 100 000 population), effectively keeping risk time constant based on the nature of the HMO membership. We used standard linear regression, with annual suicide rate as the dependent variable, to evaluate rates over time with statistical significance defined as P < .05.
The institutional review boards at Henry Ford Hospital and the State of Michigan approved this project; patient consent was waived.
Results | During the 11-year study, the annual HMO network membership ranged from 182 183 to 293 228 and was demographically representative of southeast Michigan, with approximately 25% older than the age of 65 years, 55% female, and 40% white. On average each year, approximately 65% of members were patients, and approximately 60% of patients were MH patients. There were 160 suicides among all HMO members ( Table 1) .
The mean annual suic ide rate for members was 5.77 per 100 000 and did not significantly change over the study period (P = .20) ( Table 2) , whereas the annual suicide rate in the general population of the state of Michigan inc reased signific antly (P < .001) (mean, 10.82 per 100 000).
The mean annual suicide rate among patients (6.38 per 100 000) and nonpatient members (4.47 per 100 000) was similar to that for all members (5.77 per 100 000), and likewise did not change (Table 2) . Suicide rates declined for MH patients (P < .04) but increased for non-MH patients (P < .01).
Discussion | This report presents the first description of suicide rates in the entire membership of a large HMO. To our knowledge, the only other available studies examining suicide in insured populations within the United States are limited to 2 specific patient populations: military veterans 4 and patients receiving treatment for depression. 3 In our sample, the first to include nonpatient members, the annual suicide Letters rate among all members did not change over time. However, subgroup analysis suggested important differences. First, the number of suicides decreased among HMO members who received MH specialty services, in association with a targeted suicide prevention effort (previously described).
5 Second, suicides increased among HMO members who accessed general medical services but not specialty MH services. This finding reflects a pattern of health care use observed in persons who die of suicide. 6 Third, during a time when suicides increased in the general state population, suicides remained stable among HMO members including those who never accessed any of the HMO's health care services. These findings apply to a single HMO's membership and are limited by small sample size in some subgroups and the potential underrecording of suicides in official records. Notwithstanding, this report provides previously unavailable baseline data for other health care systems engaged in important efforts to measure and prevent suicide. 
COMMENT & RESPONSE Adverse Childhood Experiences and Military Service
To the Editor The article by Blosnich et al 1 on the association of adverse childhood experiences (ACEs) with military service perpetuates the common and damaging stereotype that individuals who serve in the US military are more likely to come from disadvantaged backgrounds than those who have never served. Despite the authors' recommendation for balanced messaging, their conclusion that military enlistment may serve as an "escape from adversity" or "a route for a subset of persons to escape dysfunctional home environments" is an illadvised sweeping generalization. There are 2 major problems with the data. First, the assumption that differences found between the Vietnam and post-Vietnam war eras can be attributed to the draft or voluntary enlistment is fallacious reasoning. Post-Vietnam war military service is different in many more ways, most importantly, stringent accession requirements and rigorous enforcement of standards of mental and physical fitness, performance, and conduct throughout the length of service (which is considerably longer on average than during the Vietnam war). It has been estimated that only a quarter of young American men and women are now able to meet the educational, fitness, and legal accession requirements. Among those who have served since the Vietnam war, separation before completion of the first term of service has commonly ranged between 25% and 35%, 2,3 for reasons such as poor performance, misconduct, substance abuse, and physical or mental health problems, which are also likely to be associated with ACEs. 4, 5 The second problem is that the authors defined military service as any time on active duty whatsoever, even if only in a training capacity, and including individuals unable to complete their first term of enlistment. The US military is a large and complex occupational environment. It is important not to conclude, based on the data presented, that individuals who successfully meet requirements for enlistment, graduate basic and advanced training, and honorably complete their term of service are people who seek this occupation to "escape from adversity." A simple analogy is useful to conceptualize this analysis. Imagine if the authors had instead studied the association of ACEs with employment of any duration in a large corporation including everyone ever dismissed for poor performance, misconduct, or other reasons. Naturally, one might find such an association. Yet, clearly this would provide a misleading picture of people who chose this occupational path. While it is likely that ACEs have been associated with early attrition from military service in the postVietnam war era, 4,5 it is a mistake to draw any other conclusions from this study.
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